Introduction: Pleuritic pain can be misconstrued as renal colic.
INTRODUCTION
Pulmonary embolus has a serious high rate of morbidity and mortality (1) (2) (3) (4) (5) (6) (7) (8) (9) . The risk factors in thrombosis are valuable to suspect about this disease occuring with probably predispotional reasons of hypercoagulation, venous stasis and venous injury (1) . Anatomic obstruction and neurohumoral effects are the pathophysiologic basic mechanisms explained as the reasons of increase in pulmonary arterial pressure (1) . Symptoms and findings are not diagnostical and imitate many other diseases (1, 5) . Figure 1 ). Bedside ultrasonography was nonspesifically. Emergent computed tomographic pulmonary angiography showed bilateral multiple peripheral pulmonary embolus ( Figure 2 ). Doppler venous ultrasonography of bilateral distal lower extremities were normal. Echocardiography revealed normal findings without dilatation and dysfunction of right ventricle, therefore there was not an indication for thrombolytic therapy. Treatment included anticoagulation therapy with heparin and warfarin in emergency department. The patients were admitted to the intensive care. She had sepsis on fourth day and was discharged on the 17th day of admission with warfarin sodium oral treatment. 
CASE PRESENTATION

DISCUSSION
Every misdiagnosed pulmonary embolus patient was a probability for a mortal result. Whenever evaluated complaint of these patients meticulously, dyspnea could be ascertained almost in every patient (1, 5) . Dyspnea, pleuritic pain, apprehension, cough, hemoptysis, sweating, nonpleuritic chest pain, syncope were the most symptoms (1) . Tachypnea, tachycardia, leucocytosis, hipoxi, ralles, fever, cyanosis, lower extremity edema can be associated (1) . However these were not emanate in 100% of patients. The dyspneic patient with undefined differential diagnose should be explored for pulmonary embolus (5) . The patient mentioned pain on the upper flank with a changeable character as renal colic, however she had dyspnea during her pain. Pleuritic pain in peripheral pulmonary embolus could mimic renal colic. In addition usage oral contraceptives composed the risky groups in females (1) . However, thrombosis risk factor was not always necessary as there were not identified a risk factor in 15-24% pulmonary embolus patients (9) . D-dimer was a fibrin product in blood found after fibrin formation (9) . Measurement of D-dimer was reported with latex agglutination test and it was more sensitive enzymelinked immunosorbent assay (ELISA) (9) . D-dimer was negative with latex agglutination test as the half-life of D-dimer is lower than eight hours with a low sensivity (9) . The commencement of the complaints was three days before admission. When there was not a recurren embolus, normal value of D-dimer could be apparent . The nonspesific findings on chest x-ray were mentioned in literature (2, 3) . These could be oligemia (Westermark sign), vasculer redistribution, pleural-based opacity (Hampton sign), atelectasis (Fleischner lines), pleural effusion and elevated diaphragm (3) . Arterial blood gase was useful to demonstrate the alveolar-arterial PO2 gradient as increased gradient or hypocapnia in 98% of patients with PE showed by Cvitanic and et al (4) . Electrocardiogram findings could be normal in 46% patients or include incomplete or complete RBBB with nonspesific ST-segment, T-wave changes (5) . Mansencal and et al showed 58% of the patients had the diagnosis of thromboembolism with venous ultrasonography (6) . Pulmonary angiography was an invasive management, although being still the golden way to diagnose (7) . Additionally, lung ventilation-perfusion scintigraphy was remained the most useful non-invasive method (7) . However both of them could identify only pulmonary embolus except other probable diagnosis in the emergency department (7) . Computerized tomography angiography was a diagnostic alternative and commonly used in differential diagnosis of pulmonary embolus within other cardiopulmonary diseases, albeit contrendicated in patients with renal insufficiency or contrast allergy (7) . In addition, radiation was the disadvantage as there should be a clinical indication for this management (8) . Some reports offered the evaluation of patients for both pulmonary embolus and deep venous trombus with the same contrast injection (7) . Magnetic resonance was another diagnostic tool, however it was slow and not costeffective (7) . If there was a patient with serious suspicion, computerised tomography pulmonary angiography was the common way to diagnose pulmonary embolus reported with a 88% sensitivity and 94% specifity (7) .
CONCLUSION
Pulse-oxymetry, EKG, D-Dimer, chest x-ray, blood gas, A-a gradient were supportive tests, although these were not diagnostical [9] . Symptoms and findings of pulmonary embolus could imitated many other diseases. The diagnose was directly related in the careful evaluation of patient besides the suspicion about pulmonary embolus.
